Kawasaki disease (KD) is an acute febrile multisystem vasculitis and has been recognized to be one of the most common causes of acquired heart disease in children. Although gastrointestinal symptoms including vomiting, diarrhea, and abdominal pain are not uncommon in KD patients, KD with lower gastrointestinal bleeding is quite rare. Here, we describe a 3-year-old boy with typical KD who had lower gastrointestinal bleeding caused by rectal ulcers on the third day of aspirin therapy.
diagnosis of KD. Fortunately, echocardiography (Fig. 1A1 , A2 )revealed no dilatation of coronary arteries (2.2 mm left and 2.0 mm right). Then, intravenous immunoglobulin (IVIG, 2 g/kg) and oral aspirin (50 mg/kg per day) were administered. After IVIG, his fever resolved rapidly. However, hematochezia occurred on day 3 of aspirin. Repeated laboratory examinations revealed white blood cell count of 7.1 × 10^9/L with predominance of neutrophil 51.2%, hemoglobin level of 118 g/L, platelet count of 378 × 10^9/L, and Creactive protein of 57 mg/L. Colonoscopy revealed multiple superficial active ulcers in the rectum (Fig. 1B) . Microscopic examination of a specimen from rectal biopsy revealed focal active colitis. There was predominantly neutrophilic infiltration within the lamina propria along with hemorrhage and crypt abscess formation (Fig. 1C ). Thus, high-dose aspirin was stopped and intravenous methylprednisolone (30 mg per day) was given. Three days later, bloody stool disappeared. The intravenous methylprednisolone was changed to methylprednisolone tablets with gradually decreased dosage. Simultaneously, low-dose aspirin (4 mg/kg per day) was started. On day 15, most of the laboratory parameters were normal except for elevated platelet count of 623 × 10^9/L. The next day, he was discharged and continued with lowdose aspirin (4 mg/kg per day) for 8 weeks. Further followup showed that the patient recovered without sequelae.
Only 5 cases of KD with gastrointestinal hemorrhage have been previously documented in the English literature (Table 1) . Two cases with upper gastrointestinal bleeding occurred before the use of aspirin [1, 2] . Three cases of upper gastrointestinal hemorrhage complicating highdose aspirin therapy might be iatrogenic [3, 4] . Adverse effects of nonsteroidal anti-inflammatory drugs (NSAIDs) on the lower gastrointestinal tract are also common; however, symptomatic NSAID-induced colitis is rare. Usually, histologically, there is no predominant cell type producing infiltration in colitis associated with NSAIDs [5] . Although the duration of exposure to NSAIDs before the development of symptoms of colitis is variable; most of the patients with NSAID-induced colitis have been taking these drugs for more than 6 months [6] . Our patient developed lower gastrointestinal bleeding on day 3 of aspirin, due to active rectal ulcers. Histological examination of a colonoscopic biopsy specimen revealed prominent neutrophilic infiltration and crypt abscess formation, indicating focal active colitis. In light of clinical details and histological features, we suspect that aspirin may not be the primary cause of rectal ulcers in our patient. Vasculitis of the submucosal artery in the rectum together with the local pathogens might play an important role. Undoubtedly, we can not rule out that high-dose aspirin may play a promoting role. As a matter of fact, the role of high-dose aspirin in KD remains controversial. Kuo et al. [7] demonstrated that high-dose aspirin in KD did not confer any benefit with regards to inflammation and it did not appear to improve treatment outcomes. A recent meta-analysis revealed that low-dose aspirin (3-5 mg/kg/d) may be as effective as the use of high-dose aspirin (> 30 mg/kg/d) for the initial treatment of KD [8] . In summary, pediatricians should be aware of the risk of gastrointestinal bleeding in KD children, especially in those receiving high-dose aspirin.
Abbreviations IVIG: Intravenous immunoglobulin; KD: Kawasaki disease
